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The Safety Center 
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History: Part I ina series. Numerous safety surveys and fleet 
liaison indicate a general naivete’ about the Safety Center. 
Comments range from, “Don’t you teach that school in 
Monterey?” to “Don’t you print all those Grandpaw Petti- 
bone articles?” 

Actually, the Naval Postgraduate School teaches the avi- 
ation safety course for aviation safety officers in Monterey, 
Calif. Also, Grandpaw Pettibone appears in Naval Aviation 
News, a publication published bimonthly by the Chief of 
Naval Operations and Naval Air Systems Command. The 
Naval Safety Center publishes Approach, Mech, Weekly 
Summary of Aircraft Mishaps, Feedback and Escape 
Summary for the aviation community along with Fathom, 
Ships Safety Bulletin and Survey. Presented here is a quick 
overview of our aviation safety operation, an “everything 
every aviator should know about the Safety Center.” 

Faced with an alarming upward trend in aircraft mishaps, 
CNOestablished the Naval Aviation Safety Activity with an 
officer-in-charge on | December 1951. This activity was 
located at the Naval Air Station, Norfolk, Va., site of the 
present Naval Safety Center. The activity was upgraded to 
the U.S. Naval Aviation Safety Center and the first flag 
officer in charge reported aboard in 1954. In this short 
period, the major aircraft mishap rate was reduced from 5.4 
to 5.0 per 10,000 flight hours. Over the years, the rate got so 
low, we switched to the present format of mishaps per 
100,000 hours. 

In 1963, the loss of the nuclear submarine Thresher with 
her 129-man crew and subsequent investigation led to the 
establishment of the Submarine Safety Center in New Lon- 
don, Conn. 

From October 1966 to July 1967, attention focused on the 
surface ship community as the result of several at-sea colli- 
sions and major mishaps, including catastrophic fires aboard 
the aircraft carriers Oriskany and Forrestal. These mishaps 
resulted in the loss of over 200 lives and $100,000,000 in 
damage. In 1968, another nuclear submarine, Scorpion was 
lost with her 99-man crew. These events caused the Secre- 
tary of the Navy to consolidate the aviation and submarine 
safety centers and add surface ship and shore safety director- 
ates as well. On 3 May 1968, the Naval Safety Center was 
established to provide safety programs throughout the naval 
establishment. In addition to the four original directorates 
there are five supporting departments: records and data 
processing, statistics and mathematics, safety publications, 
safety education and training and systems safety. The entire 
staff is comprised of approximately 300 military and civilian 
personnel currently headed by Commodore Jerry Breast. 
He is responsible to the Chief of Naval Operations for 
promoting safety and preventing mishaps. They maintain 
close liaison with all levels of commands within the Navy 
and other governmental and private agencies engaged in 
safety-related programs. 

Part II of this series will begin discussing the Safety Cen- 
ter’s Aviation Programs Directorate. 








A-6Es of VA-85 in 
the landing pattern 
at NAS Oceana, 
Virginia. (Photo by 
Peter Mersky) 
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Whether watching a shower of sparks from the ramp to 
the one wire, a “whisper jet” on a long bolter, a collapsed 
landing gear or a blossoming mass of flames and shrapnel, 
we've all been there. Any LSO (landing signal officer) who 
has never observed from the detached perspective of hind- 
sight, “I should have waved that guy off. . .,” is either very 
inexperienced or very naive. No one’s perceptual abilities 
are that keen, cognitive skills that refined, judgment that 
infallible or luck that good. It’s a fact of life that human 
beings (and yes, even LSOs) are fallible; yet, to be human 
also implies the ability to reason and learn from our own and 
other people’s mistakes. Unfortunately, my reason for writ- 
ing this article is that we LSOs have not been doing a very 
good job of learning from our mistakes. 

For the past 13 years, the annual number of carrier land- 
ing mishaps has declined from over 180 in 1972 to 21 in 1983. 
However, this same period has witnessed an increase in the 
percentage of mishaps in which the LSO’s “failure to initiate 
a timely waveoff” has been identified as a contributing fac- 
tor. Although it may be argued that command personalities 
and politics strongly influence the way an accident board 
views the LSO’s role in a landing mishap, many of our recent 
carrier landing accidents/ incidents could have been pre- 
vented by a timely waveoff. 

Why then, were not timely waveoffs initiated? Is each 
ramp strike or incident in which an airplane hits the six-pack 
or lands in a catwalk unique — a situation never encoun- 
tered before — beyond the capacity of mortals (and LSOs) 
to predict? With the exception of a very few “silver bullet” 
cases (pilot fails to respond to 11 seconds of “waveoff,” 
“power” and burner” calls), the answer to all these ques- 
tions is “no.” The aircraft exceeded the limits of the waveoff 
window, but was not waved off. 

The concept of “the waveoff window” is by no means new. 
Many good articles have been written about the subject, and 
it is a frequent topic of discussion when LSOs get together. 
LSO trainees are exposed to discussion of this nebulous 
window from their first days on the platform. The metaphor 
conjures up visions of a window suspended in space, an 
imaginary hoop through which a pilot must make his trusty 
steed jump in order to land safely. It is a concept easy to 
grasp, but difficult to define in concrete terms. 

The concept of the waveoff window recognizes that air- 
craft aerodynamic performance limits the magnitude of 
deviations from optimum approach parameters at any given 
range to touchdown. Exceed these limits and the aircraft 
cannot physically arrive in the safe landing area in an accept- 
able attitude, at an acceptable speed, with an acceptable sink 
and drift rate. From its extremes, this “aerodynamic limit” 
requires perfect, not just “varsity” corrections, just to land 
the airplane at the edge of the aircraft’s or arresting gear’s 


structural and performance envelopes. Although the aero- 
dynamic limit defines the absolute dimensions of the 
waveoff window, no LSO would argue that this is an accept- 
able practical limit. 

Because pilots are human and, therefore, incapable of 
making consistently perfect corrections (otherwise there 
would be no deviations from the optimum approach and 
each pass an OK), the LSO must frame his waveoff window 
well within the dimensions of the aerodynamic limits. (“No 
one makes varsity corrections all the time.”) Additionally, 
landings at extreme touchdown points or near limiting sink 
rates, drift rates, attitudes or approach speeds allow no 
margin for error in either LSO judgment or pilot perform- 
ance. Accordingly, the practical LSO must define his “basic” 
waveoff window in terms of aircraft performance, anticipate 
pilot technique and “reasonable” approach deviations. 
THE BASIC WAVEOFF WINDOW — The “basic” waveoff 
window defines the largest values of approach parameter 
deviations at any given range to touchdown that are ever 
acceptable. Its dimensions are predicated upon “average” 
pilot response (“If he were going to make varsity correc- 
tions, he wouldn’t be looking at a red ball right now.”) It 
provides more than enough room for reasonable deviations, 
and ensures adequate safety margin to compensate for nor- 
mal LSO perceptual limitations and reaction time. Yet there 
are SO many combinations of approach parameters that can 
produce a safe landing, how can the LSO possibly develop 
meaningful criteria to predetermine the dimensions of his 
waveoff window? 

One simple but effective method begins by defining 
acceptable deviations at the ramp and then defining the 
window at greater ranges in terms of projected flight 
path/ attitude with respect to the “ramp” window. Because 
of the short slant range and an abundance of peripheral 
visual cues to give perspective, approach parameters are 
relatively easy to judge accurately at the ramp. (“He was 
low! His hook-to-ramp was only 6 feet!”) Likewise, opti- 
mum parameters and limiting deviations are relatively easy 
to visualize. (“On this ship, ‘clara low’ should be about 6 feet 
hook-to-ramp or right about there. . .”). While by no means 
the only acceptable criteria, the following limits to devia- 
tions over the ramp will ensure a safe touchdown on a level, 
steady deck: 

1. The pilot must have a ball on the lens (optimum hook- 
to-ramp + 9 feet on CV-66 class). . 

2. The hook must be within 10 feet of centerline. 

3. The airspeed must be + 7 knot (nominally + | unit of 
optimum approach airspeed). 

4. The roll attitude must be within 5 degrees of wings 
level. 

5. The aircraft flight path at this point must be such that 
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with no further corrections, the hook will: 

a. Touch down no further than 40 feet aft of the #1 CDP 
(or 20 feet aft of the target touchdowa point if the aircraft is 
above glideslope). 

b. Touch down no further than 40 feet past #4 CDP 
(approx. “#5 wire”). 

c. Depart the end of the angle deck no more than 10 feet 
from centerline if the aircraft bolters. 
Once acceptable deviations have been defined for the ramp, 
the LSO must next formulate a strategy to ensure these 
limits are not exceeded as a result of deviations earlier in the 
approach. Although no strategy can account for every pos- 
sible combination of approach variables, certain practical 
limits to the dimensions of the waveoff window can be 
predetermined. 


Table | lists the factors the LSO must consider in defining 
basic waveoff window. As previously discussed, these fac- 
tors include aircraft aerodynamic performance, anticipated 
pilot technique and reasonable deviations with respect to 
LSO perception: 

AERODYNAMIC PERFORMANCE — Engine and air- 
frame response define the minimum time/ distance required 
to produce a change in aircraft flight path. FIGURE 1 
depicts some of these limits for typical Navy carrier jet 
aircraft with the Air Force T-33 and T-38 included for 
reference. Conceptually, the vertical axis (1/T@) represents 
the short term vertical flight path response (glideslope) or 
the inverse of the time required to produce a flight path 
change with an attitude and power change. The horizontal 
axis represents approach speed. The diagonal gradient lines 


Factors Defining the Basic Waveoff Window 


AERODYNAMIC PERFORMANCE 


@ Aircraft Type/Configuration 
Quickness of flight path 


response — time (e.g.: 3.8 sec/F-4; 1.8 sec/S-3)" 


Quickness of flight path 


response — distance (e.g.: 800 ft/F-4; 300 ft/S-3)" 
Lineup effects upon airspeed/glideslope control 


@ Recovery Winds/Burble 
@ Power Control! Limitations: 
Manual vs. Auto throttle(s) 


PILOT PERFORMANCE 
@ Technique 
Single Deviation 
Multiple Deviations 
@ Reaction Time (0.5 sec. average) 


LSO PERFORMANCE (Perception and Evaluation) 
@ Approach Geometry (“Calibrated Eye” for optimum and limiting glideslope/ 


lineup/ attitude) 
@ Approach Variable Deviations 
Range 
Glideslope error 
Lineup error 
Airspeed/angle-of-attack error 
@ Approach Variable Trends 


Flight path (error correction/divergence rate; predicts future errors) 


Glideslope rate 
Lineup rate 
Airspeed/angle-of-attack rate 


Flight path trends (determines “quality” of recorrections; predicts future error 


rates) 
Pitch attitude and pitch rate 
Roll attitude and roll rate 


Specific power and specific power rate 


@ Deck Status 
Clear/Foul 


Represents minimum flight time/distance to effect an appreciable flight path change using optimum pilot technique (figures 


developed by Manudyne Systems, Inc., for Northrop VTX Study) 


Table 1 
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U.T@> represent the downrange travel in feet required to 
effect a flight path change. Gradient lines marked T@; /T®> 
indicate the relationship between flight path and speed con- 
trol time constants. Small values indicate good coordination 
between stick and throttle is required to produce a useful 
flight path response without affecting airspeed and subse- 
quently flight path. Larger values indicate flight path can be 
effectively controlled with nose attitude (USAF T-38, T-33). 
The solid triangles indicate aerodynamic performance based 
upon instantaneous power response. The dotted lines and 
open triangles reflect response at reduced approach power 
settings to produce useful flight path response. The aerody- 
namic characteristics in this figure serve only to reinforce 
what can be seen in dozens of PLAT tapes at the Naval 
Safety Center: “If that Phantom (Tomcat/ Hornet/ Corsair, 
etc.) is headed for the ramp when he’s 800 feet out, he’s going 
to hit the ramp.” 

Because the lineup response of these aircraft is generally 
better than glideslope response, glideslope response becomes 
the limiting factor in determining the range at which lineup 
and drift rate must be stabilized and projecting toward 
acceptable “ramp” parameters. Waveoffs for lineup devia- 
tions inside the limiting glideslope response range may result 
in an arrestment/ inflight engagement with excessive lineup/ 
drift rate deviations. (“If his lineup isn’t squared away by 
in-the-middle, wave him off.”) 

PILOT PERFORMANCE — Through experience the LSO 
will learn the predictable responses defining “average” pilot 
technique. In any event, average technique does not gener- 
ally produce timely corrections for multiple deviations. 
Therefore, an aircraft approaching the minimum range to 
effect a safe waveoff with multiple approach variable errors / 
error trends should be waved off. Additionally, because a 
finite period of time is required for pilot response, the LSO 
must predicate his waveoff decision upon approach parame- 
ter deviations projected 0.5 seconds ahead of the aircraft 
(typical reaction time used in engineering/safety appli- 
cations). 

LSO PERFORMANCE — The LSO’s ability to access 
approach variables accurately is strongly dependent upon 
his innate perceptual abilities, the quality of his training, his 
experience and his proficiency. With experience, he pro- 
gresses from being able to detect finite lineup, glideslope and 
attitude errors to being able to determine flight path trends 
and predict future deviations. Accordingly, the new LSO 
trainees must adopt a more conservative waving strategy 
than the experienced team leader (“A man’s got to know his 
limitations.”) Both LSOs must recognize the limits created 
by aircraft and pilot performance; the difference in the 
dimensions of their windows is a function of their ability to 
perceive accurately those limiting deviations. 

DECK STATUS — Another factor not previously men- 
tioned in defining the basic waveoff window is deck status. 
To continue with the metaphor, deck status determines the 
range of the closest window that is “open” to an approaching 


aircraft when the deck is foul — the foul deck waveoff point. 
Deck status does not modify the dimensions of the basic 
window defining safe deviations; rather, it defines the range 
at which the aircraft must be waved off to ensure safe 
clearance with the landing area. In essence, the foul deck 
replaces all the “ramp” parameters with minimum safe 
clearance above the deck during a waveoff. LSO NATOPS 
defines this safe clearance as 10 feet above any point in the 
landing area (or 100 feet above the highest obstruction if 
personnel or equipment are fouling the landing area). 

Although the LSO may increase his safety margin by 
increasing the range to the foul deck waveoff point, decreas- 
ing this range and thereby decreasing safe clearance with 
obstructions and the landing area is never warranted. It 
should also be noted that although a waveoff is initiated past 
the foul deck waveoff point, the LSO must initiate a 
waveoff. 

The factors discussed above define practical limits to 
approach deviations if the previously defined ramp parame- 
ters are to be attained: 

1. The aircraft must be “set up” at a finite distance to 
touchdown — nominally 900 feet/4.5 sec for a fast, flight 
path critical aircraft (includes quickness of flight path 
response and 0.5 sec reaction time). 

2. At this critical range, aircraft flight path must be 
directed toward the ramp window and some positive correc- 
tion must be in effect for any approach deviation that exists. 

3. “Reasonable” approach deviations must be relatively 
small at this critical range to touch down and represent small 
angular corrections to optimum parameters: 

a. A ball on the lens represents approximately + 19 feet 
from optimum glideslope (for comparison, hook-to-eye 
value of an EA-6B is 18.75 feet). 

b. Because glideslope response is the limiting factor, 
lineup and airspeed must, for all practical purposes, be 
stabilized within ramp limits (+ 10 feet/+ 7 KT). 

4. Aircraft experiencing more than one approach parame- 
ter deviation of any magnitude or an uncorrected negative 
trend should be waved off. 

MODIFYING THE BASIC WINDOW — Because the 
basic waveoff window is based upon normal operating con- 
ditions, its dimensions are not always restrictive enough to 
ensure safety when conditions adversely affect aircraft, pilot 
or LSO performance. To some degree, each factor should 
decrease the dimensions of the basic waveoff window. LSO 
experience will determine the magnitude of each effect. 
COMPROMISING THE WAVEOFF WINDOW — His- 
torically, preventable carrier landing mishaps occur when 
the waveoff is untimely or not initiated at all for one of the 
following reasons: . 

a. LSO fails to properly define dimensions of the basic/ 
modified waveoff window. 

In this case, the limiting approach deviations visualized 
by the LSO prior to an approach are not restrictive enough. 
For example, failure to compensate for increased pilot reac- 
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tion time to waveoff lights alone duringa NORDO approach 
significantly reduces the safety margin of the modified 
waveoff window. The limits chosen allow unsafe approach 
trends to continue to an extremis condition from which 
aircraft and pilot performance limits may preclude safe 
recovery. Defining the basic waveoff window is not norm- 
ally a problem, but the LSO must consider aerodynamic 
performance, pilot performance and his own ability to 
determine a more restrictive window. 

b. LSO fails to recognize when limits of properly defined 
window are exceeded. 

NTEC sponsored a study to develop a carrier pilot 
behavior model which ultimately identified recurrent ap- 
proach profiles resulting in carrier landing mishaps over a 
10-year period. 

Assuming LSOs today are no less perceptive than 10 years 
ago, the fact that they continue to be trapped by these same 
profiles indicates that some human factor must degrade 
LSO perception to the point that he fails to recognize unsafe 
deviations until it is too late. Since the magnitude of unsafe 
deviations is by definition excessive, scan breakdown ap- 
pears to be the culprit. The most prevalent contributors to 
LSO scan breakdown in recent preventable CV landing 
mishaps include fixation on a single threatening parameter 
in a multiple deviation approach (particularly those involv- 





ing lineup errors), an increased LSO workload environment 
(MOVLAS, pitching deck, malfunctioning LSO equipment) 
and decreased LSO proficiency. The LSO must learn to 
identify critical approach profiles as they develop and 
consciously maintain an efficient scan to avoid the mistakes 


of his predecessors. 
c. LSO consciously allows the aircraft to exceed the limits 


of the waveoff window. 

External and internal psychological pressures continue to 
cause LSOs to compromise the waveoff window. (“Get ‘em 
aboard, paddles!”; “I can get anyone aboard.”) The edge of 
the waveoff window is not a decision point. The decision was 
predetermined in a stress free environment before the recov- 
ery. If the aircraft exceeds the limits of the window, the LSO 
must initiate the waveoff. 

THE UBIQUITOUS BOTTOM LINE — When the pres- 
sure is on to “get em aboard,” the LSO must use every tool 
available to help pilots achieve good starts and make timely 
corrections, but if the pilot can’t fly his airplane through the 
waveoff window, it is the LSO’s responsibility to wave him 
off. Expanding the waveoff window to facilitate an expe- 
dient recovery only invites disaster. nl 


Lt. Enochs is an A-7 pilot currently serving as a CAG LSO with Carrier Air 
Wing 5 on the Midway. He wrote this article during his previous tour as an 
instructor at the LSO School at NAS Cecil Field, Fla. 





Tiger Trip-up. The twocrews briefed 
for a 1 v 1 ACM hop. Both crews 
were current in all phases of training 
and operation of their respective 
aircraft, an F-5E and F-14A. The 
mission, the second sortie of the 
day, was briefed correctly, and iron- 
ically, the mishap pilot gave a flaw- 
less presentation of out-of-control! 
procedures. Takeoff and the initial 
engagement went as planned; the 
second engagement was set up at 
12,000 feet MSL with four and one- 
half miles lateral separation between 
the F-5 and F-14. 

Closing quickly, the two aircraft 
made a left-to-left pass, with 1,650 
feet lateral separation, and the fight 
was on. After the Tomcat gained an 
initial advantage, the F-5 pilot ex- 
ecuted a chandelle at an airspeed of 
130 knots, followed by a hard nose- 
low reversal. The F-14 countered 
with a vertical maneuver, closing 
toward the F-5’s six. The single- 
seater then unloaded, trying to ex- 
tend away from his adversary. The 


F-5 was now at 7,500 feet MSL, 
7,000 feet below the F-14, at the 
Tomcat’s five o'clock. 

As the F-14 commenced an eva- 
sive maneuver to counter the F-5’s 
extension, the F-5 pilot began a 
hard pullup. The F-5 had rolled in- 
verted and the pilot called “I’m 
ballistic’’ to avoid the impending 
close pass with the F-14, and nowa 
possible midair. Neutralizing his 
controls to allow the F-14 to pass 
behind him, the F-5 pilot and his 
aircraft were now at 90 KIAS and 
11,000 feet MSL. In this low speed 
state and negative AOA (angle of 
attack), the F-5 commenced an un- 
commanded right roll and nose down 
pitch. The mishap pilot held neutral 
controls as the aircraft continued to 
roll through 90 degrees of bank and 
60 degrees nose down. The F-5 
then reversed itself into a left roll 
with continued negative pitch. The 
aircraft had entered an inverted pitch 
hang-up (IPH) and the pilot continued 
to apply corrective procedures to no 
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avail. (However, he failed to apply the 
primary correct action, flaps up.) 

The F-14 crew watched the other 
aircraft, hoping for some signs of 
impending recovery. Finally, the 
range training officer, watching the 
sequence from the ground, trans- 
mitted ‘‘Watch your altitude.’’ The 
mishap pilot, judging that recovery 
was not forthcoming, ejected at 
4,500 MSL, 12 seconds after the 
range training officer's warning. The 
total time from the mishap pilot's 
“I'm ballistic’ call to the F-5’s impact. 
was one minute, 17 seconds. The 
ejection was normal, but the pilot 
lost his helmet and suffered a deep 
cut on his left jaw and a bruised left 
ankle. 


Corsair Trouble. The young Corsair 
pilot briefed for a scheduled morn- 
ing tanker hop which was event- 
ually cancelled for availability. He 
later hot-switched with another pilot 
for a late morning tanker which 
launched on schedule. Returning to 





the ship, the A-7 driver was told he 
was on the night schedule as the 
alert tanker. During the rest of the 
afternoon, he ate lunch, worked out 
a little and took a brief nap. 

Arriving in the squadron ready 
room, he briefed his upcoming tanker 
mission and subsequently manned 
his aircraft on schedule. Preflight 
was normal and he was launched to 
refuel a flight of Phantoms from 
another carrier. | 

Immediately following what 
seemed to be a normal launch, the 
pilot experienced engine chugs and 
degradation of engine performance. 
Establishing a gradual climb to 
10,000 feet, he notified the ship of 
his problem and after getting things 
settled down, he descended and 
began dumping fuel. During the 
descent, the turbine outlet temper- 
ature (TOT) fluctuated approximately 
40 degrees, with a steadily increas- 
ing climb. 

Arriving at 12 miles and 1,200 
feet, the pilot intercepted the final 
bearing and dirtied up at eight miles. 
Power adjustments during the ap- 
proach did not affect the rising TOT 
and by the time the A-7 was at 600 
feet, the temperature exceeded 
NATOPS limits. The flight deck was 
pitching, and the Corsair crossed 
the ramp a little high and boltered. 
The A-7 left the flight deck, and as 
the pilot tried to climb, the failing 
engine provided insufficient thrust 
to sustain flight. Just prior to water 
impact, the pilot ejected. He was 
later picked up by the helo with 
minor injuries from the ejection. 

Suffice it to say, as inall phases of 
carrier operations, be prepared! A 
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dark night, with no visible horizon, a 
pitching deck and a faltering engine 
are a potentially fatal combination. 
— Fd. 


Swingin’ Tomcat. The F-14 
launched for a normal post-main- 
tenance check flight. A military 
power takeoff was executed, but 
although the takeoff was normal, 
both crewmen could see both rud- 
ders moving left and right immedi- 
ately after liftoff accompanied by 
uncontrolled yawing to the left and 
right. At about 280 knots and 2,000 
feet MSL the yawing movements 
sometimes reached 40 degrees. The 
pilot dropped the landing gear, 
extended the speed brakes and 
raised the nose to decelerate. Slow- 
ing the aircraft to 140 KIAS and 
cycling the YAW SAS switch to the 
OFF position only increased the yaw. 
The crew determined that even 
though the rudders continued their 
uncommanded movement, the F-14 
was relatively stable in the dirty 
configuration and an uneventful 
landing was made. 

Post-flight inspection revealed 
broken wires in the YAW SAS com- 
puter plug, false inputs to the rud- 
ders. 

Lt. Joe Christofferson, pilot, and 
Lt. Tighe Parmenter, RIO, handled 
this potentially dangerous situation 
with calm professional responses 
and brought their VF-2 Tomcat safely 
back. — Ed. 


Where Are Those Guys? The A-6 
crew launched on aclear summer's 
night for a mission at the local 
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bombing range. On the return trip, 
they planned to make a practice 
approach toa primary civilian divert 
field, as part of their training. Fifteen 
miles southeast of the civilian field, 
they were advised by center that the 
field's tower was closed and their 
instrument clearance would have to 
be cancelled if they wished to de- 
scend below 5,000 feet. Just as the 
IFR clearance was cancelled, center 
advised the Navy crew that a civilian 
twin-turboprop was only two 
miles northwest of the field, in a 
landing approach for the same field. 

Acknowledging center's traffic, 
the Intruder crew scanned the sky 
for the airliner and began to set up 
the approach to runway 27. The 
turboprop was invisible in the dark 
night, and since it had been several 
minutes since the advisory, the A-6 
crew assumed that the airliner had 
either landed or passed out of the 
area and was no longer a factor. 

At two miles and 1,000 feet AGL, 
a final check was made. The pilot, 
perhaps acting on intuition, looked 
across the cockpit to the right, and 
saw the silhouette of an aircraft, 
just as its strobe light went off. The 
B/N had also just seen the second 
plane, which had begun to break 
right; the Intruder pilot had imme- 
diately broken left. 

Both aircraft had had their lights 
on, and each crew knew of the 
other's presence. And yet, they did 
not see each other until they con- 
verged at the same altitude, within 
a 100 feet lateral separation, on a 
two-mile final. 

Submitted by Ledr. Tom Patterson 
and Lt. Al Bougard, VA-52. ad 








Night Vision and The Naval 
Aviator 


By Lt. R.J. Seymore, MC(FS) 


HOW many times have you asked yourself that question 
during a night carrier landing or while ashore? Every year at 
your flight physical we “quacks” insure that you can read the 
20/20 line on the eye chart either with or without glasses. So, 
at least under the relatively good conditions of a well 
illuminated vision tester you can see what you need to see. 
Unfortunately, several other factors come into play and 
decrease your visual acuity under conditions of poor 
lighting and visibility. Let’s look at some variables that can 
be controlled to give you your best vision under all 
conditions, both good and bad. 

Eye Fatigue. The muscles which control the lens of your eye 
and allow you to switch back and forth between near and far 
vision, (i.e., instrument panel to meatball) fatigue just like all 
other muscles. One set bends the lens for close work, the 
other set straightens the lens for distant work. This ability to 
switch back and forth is called accommodation. A long day 
in the cockpit with a “non-optimal” previous night’s sleep can 
contribute to spasms of the muscles which control accommo- 
dation. When this occurs, distant visual acuity tends to 
diminish because the lens cannot decrease convexity enough 
to allow light to focus on the retina as it should. Tips to 
avoid this are (obviously) not to fly when you are tired, and 
to cycle your eyes back and forth between near and far vision 
frequently, since the two modes use different sets of muscles. 
Don’t “stare” at a far away object as this will only make the 
spasm worse. Be aware that “empty field myopia” causes 
your eyes to focus at a point several feet in front of the 
windscreen when looking outside for long periods of time 
without actively tracking targets (clouds, other aircraft). 
Myopia means near sightedness, the inability to see far away 
objects. In this case, it can cause you not to pick up an object 
you would have ordinarily seen. It’s important to keep your 
head moving and use a systematic scan for this reason. The 
cells in the retina specialized for night vision are concentrated 
near the edges of the retina. Because of this, peripheral 
vision or “off center” scanning techniques provide 
the best vision at night. 

Night Myopia. Myopia rears its ugly head again when the 
lens of the eye lose elasticity so that the wavelengths of light 
which are most common at night cannot be focused exactly 
on the retina. This usually occurs in the late 20s or early 30s 
but can occur earlier or later. Night myopia can fix it where 
you see 20/40 at night and 20/20 in the daylight. Obviously, 
this makes ball flying at night difficult, and makes you less 
safe at night in general. “See and avoid” is still a big part of 
aviation! A small amount of lens correction can make the 


difference and answer the question “what meatball?” “Night 
cheaters” are spectacles refracted specifically for the correc- 
tion of night myopia. Difficulty reading charts (i.e., approach 
plates) under red light can also be corrected. 

Hypoxia and Smoking. Can cells in your body be hypoxic 
even with a perfectly functioning oxygen and cabin pressur- 
ization system? You bet! The cells in the retina which supply 
night vision are very sensitive to even slight decreases in the 
amount of oxygen being delivered to them. The average one 
pack/day smoker walks around with between 2 percent to 
15 percent of his hemoglobin (oxygen transport) molecules 
saturated with carbon monoxide. These hemoglobin mole- 
cules are useless for the transport of oxygen to the cells. This 
can cause a measurable and noticeable decrease in visual 
acuity at night. Smoking is a controllable variable in the 
equation for your best night vision. Many programs for 
smoking cessation are available; your local flight surgeon 
will be pleased to assist you in achieving this important goal 
for your personal health and well being. 

Beach parties, snow bunnies and night vision. Exposure to 
high levels of illumination, for example at the beach and 
while snow skiing, decreases your ability to adapt your eyes 
for night vision. Good quality (i.e., Navy) sunglasses and 
limiting the duration of exposure to two to three hours (with 
sunglasses) are the best defense against the effects of bright 
light. Once unprotected eyes are exposed to bright light for 
two to three hours, they lose the ability to fully night adapt 
for several days! 

And finally, those glasses. Review the excellent article on the 
use of spectacles in naval aviation in the November 1984 
Approach. Remember, only NAVY-issued spectacles are 
approved for use in flight because of their high quality and 
construction. Lenses that are either polarized or photosen- 
sitive are not safe and should not be worn. Polarized lenses 
interact with the filtering materials present in the canopy 
and cause blindspots; photosensitive lenses do not filter 
enough light to be as effective against glare. Navy sunglasses 
filter out 87 percent of light rays and are undoubtedly the 
best choice available. 

A plug for the quack. All Navy flight surgeons receive 
specialized training in visual problems related to aviation, 
and enjoy using it to help aviation personnel become safer 
and more efficient in the performance of their duties. A visit 
to the flight surgeon is a definite “check in the box” for any 
visual problem you are having! | 
Lt. Seymore is a flight surgeon with Carrier Air Wing 7 home ported at 
NAS Oceana, Va. 
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Preplanning, organizing and training... are essential steps in the 
resource management process. 
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(When an off-station aircraft mishap occurs) 
























By Lcdr. Paul Miller 





THE question of “Who is in charge?” at the scene of an 
off-station aircraft mishap is a difficult question to answer. 
“Who is in charge?” is only part of the total question to be 
answered. The other parts of the question are: 

e “Who is who in charge of?” 

@ “What is who in charge of?” 

e “How long and for what purpose is who (who is in 
charge) in charge?” 

The answer to these questions involves a lot of 
preplanning, organizing and training prior to a mishap 
event occurring. 

Here is an example of how this question of “Who is in 
charge?” can rapidly mushroom into a problem. Let’s say 
that the “senior officer at the scene” is “in charge.” Does 
this mean that he is in charge of security, rescue, public 
affairs, mishap investigation, communications, reporting, 
crowd control, property owner claims, land owner 
objections, coffee, donuts, lights, tents and latrines? Or 
does it mean that the senior officer is in charge of the 
local police, sheriff, fire department, rescue service, civil 
defense director or Coast Guard? Does it mean that he is 
in charge of search, rescue, medevac, investigation, claims 
negotiation, utility service restoration, reclamation, press 
releases, interservice activities, explosive ordnance 
disposal, mishap reporting, JAG reporting, CACO duties 
and comforting the injured and survivors at the scene? Is 
he in charge of air traffic over the scene consisting of SAR 
helos, medevac helos, Coast Guard helos, news helos, 
sheriff’s helos, light aircraft, ultralights and local air 
sightseers? Any officer who, by virtue of his position as 
aviation safety officer, disaster preparedness officer, 
aircraft mishap board senior member, executive and 
commanding officer is likely to be the “senior officer on 
the scene” and is in a position to be quickly overwhelmed 
if he attempts to “take charge” of an off-station mishap. If 
you are still not-convinced that the off-station mishap 
presents special difficulties which need to be planned for, 
consider this “fly in the ointment.” 
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Suppose the aircraft mishap involves the midair 
collision of two military aircraft in which the mishap 
aircraft crash off-station at two different sites, with 
fatalities, injuries and damage occurring at both sites. Is 
there still anyone out there who wants to be “in charge?” 
As you can see, the question is a very complex one due to 
the large number of independent agencies involved and 
the many issues which have to be dealt with. 

But, “Who is in charge?” is really not the issue in 
question at all. The real issue at an off-station mishap site 13 
is going to be resource management/ facilitation. 

Resource management or facilitation is getting various 
agencies and units to the site that possess special 
capabilities needed to assist the officer in charge at the 
site. And once they are at the site, the officer in charge 
must facilitate the agencies and units so that they can 
accomplish their missions. 

An example involves the legal implications of private 
land owners, private proper claimants and military 
security enforcement legal limitations. A military lawyer 
on site is the most valuable resource available to deal with 
the large variety of legal issues which will arise. And yet, 
how many potential senior officers at the scene have their 
military lawyer prepared to grab his “pre-mishap kit,” get 
on the next helo out to the crash site and handle the legal 
angles of the Navy’s “presence” in town. 

For another example, communications between the site 
and the base are going to be important. The best resource 
might be the local civil defense director or military 
disaster preparedness officer who have VFH FM 
communications nets. Yet, if the local sheriff, fire truck or 
SAR helo is used as the communications resource on site, 
it is very likely that the “dispatcher” at the other end of 
the radio comm link will not have the resources, phone 
numbers, names or contacts to achieve the comm link up 
with home base that is necessary. 

Another example involves dealing with bona fide 
members of the press. A trained public affairs officer is 
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the best on-site resource to handle both press inquiries 
and press people. And yet, many aircraft mishap board 
members envision themselves as the interface between 
press inquiries/ media organizations and the Navy’s 
“presence” off-station at a mishap site. But are you really 
going to be able to answer such questions as, “How many 
dead and injured are there, what are their names, where 
are they from and any hazardous cargo on board, is the 
public in any danger or what caused the crash to occur?” 

As a last example, if death and serious injuries are 
involved at the aircraft mishap site, a Navy chaplain will 
be an essential member of the Navy’s on-site response 
team. Many cases of severe shock, stress, high emotion 
and fatigue can be expected among the survivors and the 
workers at the site. And yet, how may potential senior 
officers plan to include a chaplain, a field kit and a 
procedure to transport the chaplain out to the site so that 
he may assist the injured, survivors and workers? 

The task of resource management is the task of whoever 
is in charge. The capability to facilitate the various 
resource agencies will pay off in big dividends at the site 
when a situation resembling virtual chaos can be 
expected. 

Preplanning, organizing and training with repre- 
sentatives of local resource agencies and units are essential 


steps in the resource management process. Below is a list 
of the resource agencies considered as direct interfaces 
among the NAS Pensacola Pre-mishap Committee 
agencies. It is included as an example for the reader, for 
the author of a unit’s pre-mishap plan. Adjust it and 
reconstruct it to make it fit your own unit. 
NAS Security Officer CTW-6 Flight Surgeon 
NAS DoD Security Police NAS Air Traffic Control 
Captain 
NAS Air Ops Fire Captain NAS Admin, Casualty 
(Crash and Rescue) Accounting 
NARMC Medical Branch NAS Occupational Safety 


Clinic 

CNET PAO NAS Crisis Response Force 

NAS PAO CBU 402 

NAS Weapons NAS Port Operations 

NAS Legal Public Works Center 

NAS Chaplain Escambia County Civil 
Defense 

HC-16 SAR NAS CNET Disaster 
Preparedness 


NAS Facilities Mainte- 
nance Transportation 
NAS Aviation Safety NAS OOD/CDO 
NETDC Photo Lab-AV2A NAS Air Ops 
CTW-6 Aviation Safety Coast Guard Liaison 
Officer 

To organize your committee, invite all the members on 
your list to a get-together of some kind. Have everyone 
introduce themselves and detail their capabilities. Make 
sure you have the right person for the resource you hope 
to employ. Prepare and distribute a resource directory to 
all committee members and keep it updated. Prepare an 
off-station drill to bring all of those members together one 
time in the field with their gear. Observe how things go, 
and solicit suggestions from all the committee members. 
After this process, revise your unit’s pre-mishap plan to 
address the issue of resource management/ facilitation for 
units and agencies external to your own unit. 

In conclusion, the concept of who is in charge at the 
off-station aircraft mishap site is only an introductory 
question to the question of “Who is in charge of what, for 
how long and for what purpose?” The title of resource 
manager or facilitator seems to fit better the function of 
the senior officer on site. The senior officer who brings to 
the site the various resources of his command or his host 
command to handle the multitude of complex problems 
which will arise will be the officer who has the best chance 
of handling the question, “Who is in charge here?” a 


Ledr. Miller is the aviation safety officer for NAS Pensacola, Fla. 
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Don’t Just Say It... See It! 


By Lt. V.F. Shorts 


THE hop was scheduled as a single and a spare night 
intercept with an A-6E intruder. The ship had just departed 
a well-earned liberty port, so this flight was also to be my 
night landing requalification. As required, | had flowna day 
hop earlier. 

The brief was thorough, with special emphasis placed on 
the impending night cat and trap. All phases of the mission 
were carefully covered, including emergency procedures. 

I manned my Corsair II on a beautifully clear night. The 
cat shot and mission went as briefed, and after 50 minutes | 
found myself in marshal anxiously awaiting my push time. 
Since this was a short cycle, | would be close to max trap on 
the ball. 

I pushed on time and began my approach with a rosy 
feeling of max gas and a clear night. I was the first aircraft 
down the chute, so the deck was not quite ready and the ship 
was still turning to the BRC! as evidenced by the large 
correction to the final bearing given by CATCC2. Following 
strict radar altimeter doctrine, it was reset from 5,000 feet 
(platform) to 1,200 feet and to 600 feet. The night was so 
clear, you could see the deck lights at nine miles. The 
needles, both ACLS3 and ICLS4, were up. ICLS was on the 
HUD‘ and ACLS onthe ADI. At five miles, I noticed that I 
could not see the drop lights. ICLS was showing me on 
course so I pressed on. At three miles I pushed over. I still 
could not see the drop lights and something was nagging at 
my brain. At two miles I called Paddles and told him I had 
no drop lights. The boss answered, saying that they were not 
on yet because he had a helo on his deck. Sure enough, I saw 
the helicopter as its anti-collision lights came on. At this 
point I was approaching 600 feet and paddles called, 
“Looking good, keep it coming.” There was still something 
nagging at me. CATCC says, “On glideslope, on course 
three-fourths of a mile, call the ball.” Automatically, I 
responded “Corsair Ball 5.5” “Roger Ball!” But no! The 
LSO’ and I realized it at about the same heartbeat, the lens is 
not on! I initiate the wave-off just as he signals the same, 
with an admonition that if you don’t see a ball, the call is 
“clara.” The deck was indeed ready on the next pass and the 
landing was as uneventful as_ possible for a night carrier 
landing. 

Looking back on the hop in the safety and comfort of my 
ready room chair, I know now what had been nagging at me. 
No lights in the lens. As are most Corsair pilots, Iam an avid 


'Base Recovery Course 
2Carrier Air Traffic Control Center 
3Automatic Carrier Landing System 
4Instrument Carrier Landing System 
5Heads Up Display 

6Attitude Director Indicator 
7Landing Signal Officer 
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user of the HUD. This is an example of selective vision. I was 
concentrating so hard on the glideslope needles I did not 
consciously see the lens. I knew by the needles and cross 
checking ALT and DME that I was right on, as did the 
controlling LSO by his “roger ball.” 

Despite that, there were at least two very dangerous and 
potentially fatal errors made on the approach: making a ball 
call based on electronic information rather than seeing the 
ball, and a roger ball from the controlling LSO when the 
deck was not ready. An invaluable lesson was learned very 
cheaply. This lesson is preached over and over. It applies to 
all the checklists and procedures in aviation. You should 
visually confirm everything you do. You don’t just say your 
landing checklist, or takeoff checklist or ball call . . . yousee 
it! It may save your life or prevent a serious accident. ~ 


Lt. Shorts is an A-7 pilot with VA-146, NAS Lemoore, Calif. A 1980 Naval 
Academy graduate, he earned his wings in 1982. 






“| felt that sickening sudden sensation of impacting the water.” 





IT was one of the first flights of a new cruise. I had one 
cruise under my belt, and believe it or not, was anxious to get 
started on this second one. | had had several night flights 
from the boat in the last few days, so the idea of another 
night flight didn’t bother me. The weather was lousy and 
getting lousier by the minute, but I was confident that we 
could get sufficient ASW training accomplished without 
much difficulty. 

I was assigned our squadron’s most recent grad from the 
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By Lt. Miles E. Hale 


RAG as my co-pilot. We had shared a couple of flights 
before this, including his CQ flight, and I was beginning to 
realize how many things I take for granted that are a cultural 
shock for “nuggets.” The voice calls, the light show, the 
sudden transition to really black instrument flight when 
crossing the deck edge. But he’d been learning quickly, and I 
was enjoying coaching our new addition in the finer points 
of flying in an environment that was new to him. 

The brief was complete, and preflight and man-up were 
uneventful. We launched into a temperamental night: no. 
moon and no horizon, in and out of squalls — actual 
instrument time at its best. We used our training time well, 
doing some buoy and MAD (magnetic anomaly detector) 
work. We had just retracted the MAD towed body and 
wrapped up some discussion on tactics and limitations. It 
was time to go home, so | handed the controls off to my 
co-pilot and pointed him homeward-bound. The ship was 
about 20 miles away at the time and | wanted to be well in 
position for our hot-pump ‘Charlie.’ Having towed the 
MAD around at 400 feet, I also instructed him to descend to 
300 for our cruise back. 

I was feeling pretty good about having accomplished 
some decent training under the conditions. The sensor 
operators switched to sonar ICS to wrap up their debrief, 
and I stretched and relaxed and turned my attention to other 
things. I visually followed my co-pilot’s instrument descent 
to 300 and decided it was time to update our position on the 
TACNAV for the return trip. Our conversation shifted to 
some frivolous topic, but little did I realize that my content- 
ment was to be short-lived. 

The sound of the RAWS (radar altimeter warning sys- 
tem) puzzled me at first. | assumed it was some sort of 
malfunction; but as I watched the radar altimeter unwind- 
ing past 90, 80, 70. . . my instincts took over. Back when | 
was the “new kid on the block,” I was tutored by a seasoned 
HAC who always briefed that when you hear the RAWS, 
reach for the collective. It paid off. I called for control of the 
aircraft, and as I took them I felt that sickening sudden 
sensation of impacting the water. My scan went from the 
VGI to the instrument with the most movement, which at 
that time was the airspeed indicator. It bounced from 80 to 
60, and as we pulled away from the surface it began to gain 
again. I froze the collective to save the rotor speed and 
steadied out the VGI. 

Everyone aboard was asking what had happened, includ- 


ing my amazed and confused co-pilot. I told them we had 
just struck the water and called for a security check, 
following with “and make it a damn good one!” My co-pilot 
thought we had been at 300 feet the entire time. His 
RADALT was frozen there, and ! recalled a signed-off gripe 
about it that | hadn’t given another thought . . . until then. 
Initial inspection revealed little damage; a missing AKT-22 
antennae and a couple of dents, but we were just glad to be 
alive. 

When I reached a rep on the radio, he put things into 
action for us right away. When we reached the deck, QA 
people were there to give us a look. They didn’t like the look 
of something and the “what are we going to do if” questions 
began to come to mind. We were waved off and sent around 
for another CCA while preparations were made on deck. As 
it turned out, the impact had pulled the tailwheel from the 
strut, and by the time we got back to the spot a crash cart 
with a mattress was waiting for us. A tedious landing that 
seemed to take forever and a cheerful “on deck” call from the 
boss, and my very relieved crew was finally able to unstrap. 
We had made it back, but what could we learn from this? 

Confidence is the quality that allows us to keep strapping 
these machines on, or keep flying when things like weather 
aren't perfect. It pushes us to compete and gives us 
motivations and desires. But misplaced confidence can be 
deadly. Not only are we responsible for knowing the 
limitations of our airframes and components, but we must 
know our personal limitations, as well. And if you are the 
one charged with the responsibility for your crew, you need 
to know their limitations, too. Should I have backed up my 
co-pilot all the way toa zero VSI? All the way to checking to 
see if the BARALT release light illuminated? Should I have 
checked him out on his scan pattern before we went night 
flying together? These are questions I'll always ask myself 
and that I have weighed during every night flight since then. 

I survived to pass this valuable lesson on to others, and 
save them from a story with a less happy ending than ours. 
Although an equipment failure contributed to this incident, 
it could have been prevented by more attention to detail and 
crew coordination that took into account the fact that this 
environment was new to the pilot at the controls. Find out 
what your new pilots know and don't know, what they are 
comfortable and uncomfortable with, and especially where 
they are strong and where they are weak. Your life is in their 
hands. ~< 


Lt. Hale is an H-3 pilot with HS-4. 
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“_.. There was a man overboard from one of the 
battle group destroyers...” 



















ON our way back from a WestPac 
cruise, our mission for the day was to 
find the approaching CV relief. Two 
Vikings tasked for the mission were 
the only aircraft on the 0830 launch. 
While on Cat 3, the Air Boss called p 
and said, “703, you have a change in 
mission, contact Strike airborne for 
details.” After rogering him, I won- 
dered about the nature of the new 
mission, a little disappointed at being 

By Ledr. Denny Murray taken out of the first one. 

Once airborne, we were informed 
by the Strike controller there was a 
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man overboard from one of the bat- 
tle group destroyers and we were 
now assigned to the search and 
rescue effort. We were given a lati- 
tude and longitude to proceed to for 
search, 175 miles away. Suddenly, 
there seemed a substantially greater 
weight on all of our shoulders. As 
mission commander thrown into the 
situation, my first thought was: 
“Now what do | do?” Fortunately, it 
was squadron policy to carry a SAR 
procedures card in the aircrew packet 
on every flight. Certain items on the 
card were not applicable, since it is 
oriented toward aircrew in the water, 
but was most helpful in generating 
questions and providing a systematic 
and comprehensive approach to 
determine pertinent information. 

We contacted the parent destroyer 
and were told the man was expected 
to be wearing dark blue trousers, a 
light blue T-shirt and did not possess 
any flotation gear or signaling de- 
vices. Looking at the blue water 
below, we all knew how difficult it 
would be to spot him. The ship also 
stated he could have gone overboard 
as early as 0100 and it was now 0900. 
I remember one of the comments in 
the crew, “There’s no way.” Knowing 
a human life was in the balance 
seemed to override the doubts. On 
the positive side, the weather was 
perfect, the sea was like glass and the 
visibility was unrestricted. 

After being switched to a ship 
closer to our initial search area, we 
were provided a vector to datum 
which coincided with our naviga- 
tional plot. With a degraded radar, 
our primary sensor became the MK 
1, MOD 0 eyeball. The new control 
ship was still 80 miles from the 
search area, and we were unable to 
search at a low enough altitude and 
maintain communication. After noti- 
fying the controller of the situation, 
we got control of the search area and 
would “pop up” occasionally for mis- 
sion updates. The decision was to 
thoroughly check the immediate vi- 
cinity of datum and proceed out in 
an expanding square search. 

Certain questions arose: What alti- 
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tude, airspeed and the proper dis- 
tance between search legs? To deter- 
mine altitude, we wanted to be as 
high as possible for horizontal! visibil- 
ity, yet low enough to distinguish a 
small object in the water. The speed 
obviously needed to be slow enough 
to adequately cover the area in the 
field of view, yet fast enough to suffi- 
ciently search a large area. The dis- 
tance between search legs seemed the 
most difficult. It was dependent on 
the other two but also upon assist- 
ance from the individual in the water. 
If he splashed or was hanging on to 
something large floating in the water, 
the greater the distance between 
search legs could be. After trying var- 
ious altitudes, the combination of 
1,000 feet, 180 knots and three- 
nautical-mile spacing seemed opti- 
mum for our conditions. The S-3A is 
a tremendous platform: it has plenty 
of fuel to remain on station for over 
five hours, plus a computer- 
generated depiction of the track 
covered, as well as a course to be 
flown. The only drawback was not 
being able to put a raft or a flotation 
device in the water larger than a 
sonobuoy. 

Everyone had their eyes out of the 
airplane. Anytime an object was sight- 
ed, we turned and flew over it again 
for confirmation. Following a thor- 
ough search within five miles of 
datum, we began our expansion legs 
beginning with the eight-mile radius 
leg. On the 1 1-mile leg, the Senso 
(enlisted sensor operator) in the 
back, who can only see from a very 
small window, thought he saw some- 
thing move in the water very close to 
the plane. The “on top” button was 
pressed for computer memory, and 
we returned to the position in ques- 
tion. At 1,000 feet, it was very diffi- 
cult to distinguish what was moving 
in the water. After descending to 200 
feet, we confirmed it was definitely a 
man floating on his back with only 
his head and shoulders out of the 
water. Even when he raised his arms 
to wave, he was difficult to see, but 
when he dropped them and splashed 
the water, it was much more appar- 





|. identification 
1. Number of Survivors. 
2. Check authentication. 


4. Determine injuries. 
5. Determine enemy activity. 


ll. Location 


lll. Sanitation 


sanitize. 


IV. Recovery 


3. Describe terrain. 


B. Direct survivor(s) to: 


4. Break cover for helo. 





On-scene Commander Checklist 


3. Establish order of communication. 


6. Check all assets on station time, ordnance, etc. 


1. Determine signal devices. 

2. Request beeper for homing. 

3. Request general terrain description. 

4. Request survivor give vectors to his position. 
5. Pinpoint location of each survivor. 


1. Neutralize all enemy positions that are detrimental to the SAR. 
2. Note all other enemy positions. 
3. Determine helo ingress/egress/emergency egress routes and 


A. Brief helo and remainder of CSARTF: 
1. Number and physical condition of survivor(s). 
2. Distance to survivor(s) from “feet wet.” 


4. Survivor(s) pinpoint location. 

5. Altitude of recovery area. 

6. Wind speed and direction. 

7. Describe survivor(s) signal device. 

8. Known or suspected enemy activity. 

9. Describe ingress/egress/emergency egress routes. 
10. Emergency safe landing area. 


1. Prepare and ignite smokes. 
2. Call threatening enemy positions. 


3. Vector helo if necessary. 


5. Retain helmet for recovery. 








ent just as they teach in deep water 
environmental survival training. 

A smoke was dropped close to his 
position and we immediately climbed 
to contact the ship and request a 
helicopter. Fortunately, two helos, an 
SH-3 and SH-2, were being used in a 
line of bearing search from the par- 
ent destroyer to our search position. 
It was a relatively short time before 
the air wing SH-3 was in the area. 
The man’s position was given in rela- 
tion to the closest ship’s TACAN for 
the initial steer, and both UHF/DF 
and air-to-air TACAN were used to 
facilitate the helicopter transit. After 
the SH-3 crew spotted the smoke, 
our job became simpler but not com- 
plete. Both helicopters were more 
than 75 miles from the nearest ship 
and they needed fuel. We gave vec- 
tors to both after the survivor and 
swimmer were safely aboard. We 
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then acted as a communications relay 
for medical-related questions linking 
the SH-3 to the medical facilities on 
the carrier. After the Sea King 
refueled, we escorted her back to the 
carrier, still 95 miles away. 

During the transit back, we were a 
jubilant group. On reflection, we 
were all amazed at how hard it must 
have been for the man who had been 
in the water for over nine hours and 
just how fortunate he-was just to be 
seen. We realized what a team effort 
it had been from the estimate of an 
initial search point to the decision to 
conduct a helicopter and ship line of 
bearing search. But combining com- 
mon sense with basic SAR proce- 
dures resulted in success. It was a day 
to remember; Friday the 13th. A 
lucky day. 

Ledr. Murray is aviation safety officer for 
VS-38. 





at 20,000 Feet... 


By Lcdr. Dennis Harmon 


HOW many times have you flown that “routine” mis- 
sion, figuring that the procedures that worked last time 
would work just fine this time, too? Well, here’s a mission 
where that mentality almost got us into real trouble. 

It was a standard P-3 flight, laying an open ocean 
search pattern with the on-station point being just over 
1,000 miles from home base. Headwinds were encountered 
en route and a cold front was sitting just on the edge of 


our area, scheduled to engulf it during the period. We had. 


arrived on station, gotten the buoys in the water, climbed 
to 17,500 feet and feathered No. | engine to save gas and 
extend our usable time with the pattern. 

Transit time and fuel requirements were calculated for 
the return flight with available time remaining on station 
relayed to the TACCO™. After a few hours, the front was 
moving in on our area, and as fuel burned off, we con- 
tinued to climb as high as we could. We maneuvered to 
one side of the pattern to stay out of the clouds and still 
monitor all the buoys. It quickly became apparent that we 
would have to relight No. 1, since we could no longer 
keep out of icing conditions. We had already flown 
through a few clouds and decided that we had best get it 
started now! 

As luck would have it, our efforts terminated in a nega- 
tive torque sensing inoperative (NTS INOP) situation and 
a subsequent feathered prop. The TACCO was informed, 
the pattern abandoned and the journey home begun. We 
now figured out the three-engine range remaining and 
max available altitude. We had encountered our problem 
early enough that we had no real difficulty with available 
fuel, especially with good weather at home base. 

Relaxing briefly, we discussed our situation and were 
glad that it happened when it did and not after another 90 
minutes on station. With a tailwind in our favor, we had it 
made. Besides, now we would get home earlier than 
scheduled. 


*Tactical Coordinator — a naval flight officer in charge of the anti- 
submarine warfare mission in a P-3 crew. 


Luck, it seemed, still wasn’t on our side. About 400 
miles out, we encountered a “chips” light on No. 3 engine. 
Unanimously, we decided to leave the engine on the line 
and monitor temp and pressure until landing. We com- 
puted range remaining on two engines and, still looking 
OK, continued to an uneventful three-engine landing at 
home base. We were proud of our handling of the 
situation. 

When we came to work the next morning, rather than 
the admiration of our peers, we learned that maintenance 
had found the problem, and “it was us!” 

The NTS INOP problem appeared to have been caused 
by ice accumulation on the NTS bracket (at least partially 
induced by an overzealous crew trying to stretch their on- 
station time). With the sumps and strainers pulled and a 
penalty run completed, the aircraft went on a .7-hour 
check flight. After .5 hours, the QA crew encountered a 
reoccurrence of the chips light on No. 3. On final 
approach with No. 3 feathered, a chips light appeared on 
No. 2 as well. Had our previous day’s flight been much 
longer, we could easily have run out of options. 

While the possibility of all of these things going wrong 
on one flight is extremely remote, it nearly happened on 
ours. While you certainly cannot plan for all the.contin- 
gencies, you can leave yourself room to survive when 
things start going wrong. Had we not been assisted by 
tailwinds and good weather at home, our failure to take 
into account “worst case” possibilities could have been 
fatal. It may have kept us airborne long enough to get 
that second chips light, or worse yet, to have run out of 
fuel, because we had not considered the possibility of mul- 
tiple engine loss. 

The idea of “worst case” planning ought to be the last 
item in every emergency procedure, so that we'll know 
what we are going to do next — when that worst case 
becomes reality. 


Lcedr. Harmon flies with VP-68 at NAS Patuxent River, Md. 
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By Ledr. H.F. Spence 


THE controller said, “Turbo 59, what are your intentions after Zigie?” Lcedr. B.N. 
Orbit, the aircraft commander sitting shotgun, responded, “Center, Turbo 59... We will 
be canceling instruments and proceeding operational VFR due regard after Zigie.” 
“Roger that, Turbo 59,” came back the.controller. 
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Scenario #1. Turbo 59 continues for several hours. Having 
consumed four cups of coffee in that time, Orbit returns to 
the cockpit after a brief interlude near the auxiliary hydraulic 
pump in time to see the 2P and 3P guarding the autopilot 
and converging on a layer of cirrus. “Let’s drop down 2,000 
feet to maintain VMC.” If Turbo 59 encounters IMC, would 
it meet due regard requirements? 

Scenario #2. Callsign T6GP is working coordinated opera- 
tions in a warning area off the coast with the USS Belchfire. 
Weather is broken to occasionally solid up to 500 feet. 
Flying at 1,000 feet, number one engine loitered, T6GP was 
given a vector by Belchfire to investigate a radar contact 30 
miles astern. Lt. Mike “Madman” Quinkey starts a slow 
descent to 300 feet and turns to the new heading. The 3P, 
Ens. Knot Ready, expresses his concern about leaving 
VMC. Quinkey assures the 3P that they are under radar 
separation from the Belchfire and still due regard. Are they? 
Scenario #3. Lieutenant W.T. Fudd is the aircraft com- 
mander of an E-2 Hawkeye operating midocean at FL205en 
route from USS Flattop to NAS Island. The weather is solid 
IMC. Is it possible for the Hawkeye to be operated under 
due regard? How about if he is flying the COD? 

Scenario #4. Somewhere in the middle of the Mediterranean 
at night, Ledr. M.I1. Rigging, PPC extraordinaire, is guiding 
his four-engine turboprop, callsign R9JG, at 1,000 feet ona 
routine reconnaissance flight. As the aircraft proceeds, 
visibility gradually decreases to less than one-half mile. Is 
the aircraft under the concept of due regard? 

Operational and due regard. Many aviation communities 
use these concepts. What do they really mean? Most of us 
remember that OPNAVINST 3710.7K states, in the interest 
of aviation safety, separation of all flights of naval aircraft 
from other air traffic shall be obtained by operating in a 
controlled environment to the maximum extent possible 
without mission derogation. This means we should maximize 
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flying IFR in accordance with ICAO convention under the 
guidance set out by FLIP while flying over the high seas. 
Now, if you peek at one of those charts that you are so apt to 
tear at the creases after refolding only once, you will find 
tucked in an area off to the side, in fine print, the words, 
“FAA air traffic service outside U.S. airspace is provided 
with article 12 annex 11 of ICAO convention. ICAO 
convention not applicable to state aircraft but com- 
pliance with ICAO standards and practices is en- 
couraged.” 

Now that we know that we should fly IFR under ICAO 
convention as much as possible, what do we do if some part 
or all of our mission over the high seas does not lend itself to 
these procedures? Enter our friends due regard and opera- 
tional. You probably have some idea of what due regard is 
from the brief mention in OPNAVINST 3710.7K and FLIP 
or the people you trained under. Did they ever mention 
OPNAVINST 3770.4A? This instruction has probably one 
of the best descriptions on the concept of due regard. If you 
think that it means just flying VFR, you may want to check 
out this instruction personally. 

The instruction gives some background, stating that it has 
been generally recognized through international law that the 
freedom and right of all aircraft to use the airspace over the 
high seas must be exercised by all countries with reasonable 
regard for the interests of other nations. It was therefore 
decided by the Navy that operations not conducted under 
ICAO flight procedures must be conducted under some 
other kind of procedure. Due regard and operational were 
born as the answering concepts. 

OPNAVINST 3770.4A goes on to state that to be due 
regard or operational, aircraft must be: 

1. Operated under VMC. 

2. Operated within radar surveillance and radio com- 


munications of a surface radar facility. 

3. Equipped with airborne radar sufficient to provide 
separation between themselves, aircraft they may be con- 
trolling and other aircraft. 

4. Operated outside controlled airspace. 

Given this guidance, let’s go back to the cases given at the 
beginning. In scenario #1, we have a most frequent case for 
communities using the due regard concept. The aircraft is in 
controlled airspace (normally above 5,500 feet) and must 
remain VMC to meet the due regard requirement. If Turbo 
59 inadvertently encountered IMC, due regard criteria 
would not be met and appropriate responses might be to 
change altitude to regain VMC or file an IFR flight plan 
with the appropriate controlling agency. Emphasis is on 
VMC vice VFR. However, most prudent naval aviators 
would fly at an appropriate altitude consistent with semi- 
circular cruise normally used to fly VFR. 

Scenario #2 could be an illustration of the surface radar 
facility (USS Belchfire) in a type of controlled airspace and, 
therefore, meets the due regard requirements regardless of 
weather conditions. A further illustration of this would be 
any aircraft under control of a GCI site. 

Scenario #3 shows one of several aircraft that have 
airborne radar sufficient to provide separation of aircraft. 
Note that radars installed in P-3s and C-130s or the COD 
given in the example do not meet this criteria. 

Scenario #4 depicts a final possibility of the due regard 
concept out of controlled airspace (once again normally 
below 5,500 feet) while IMC. 

Stipulations set forth by due regard do not necessarily 
mean that one must maintain VMC or VFR. The intent of 
the instruction requires that the aircraft commander act as 
his own controlling agency and maintain separation of this 
aircraft from all other aircraft by whatever means necessary. 


Lcdr. Spence is assigned to VQ-3. 
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The 
Longest 


Minute 


By Bud Baer 


THE H-46 just picked up a 2,000- 
pound, two-pallet load from USS Trans- 
port for a night VERTREP (vertical 
replenishment) with USS Carrier. The 
HAC (helicopter aircraft commander) 
called “gauges and lights green.” Once 
clear of the flight deck and safely 
climbing, he took the flight controls 
from his co-pilot. 

About 75 percent torque had been 
needed to hold a stabilized hover over 
the ship with the load attached. The 
HAC took it up to approximately 125 
feet AGL. The crew had only a short 
distance to travel to the carrier where 
they would drop their external load as 
they had done so many times before. 

En route they were reminded just 
how one ton of oscillating cargo could 
move the airframe around in flight. It 
was a routine night VERTREP, but 
the crew had learned to keep alert to 
those things that could endanger the 
mission. One thing for sure, you have 
to keep heads up and eyes open during 
a carrier delivery where four H-46s are 
all working the same pickup and drop 
zone. 

After a momentary hover to allow 
another VERTREP helo to clear, the 
HAC began a slow approach to the 
carrier. Suddenly he heard one of the 
engines dropping off the line. 
Immediately there was a decay in the 
rotor RPM (down to 80 percent NR), 
and the generators dropped off the 
line. 

All lighting was lost, except the map 
lights (DC-powered), and the helo 
began to lose altitude. Wisely, the map 
lights had been aimed at the instrument 
panel in the event of such an emergency. 

The HAC decided to try for the 


carrier’s port side fantail because the . 


starboard side was covered with deck 
crews breaking down VERTREP loads. 
The co-pilot reported the No. 2 engine 
was dropping through 65 percent NG. 

The pilot instinctively called, 
“pickle pickle,” but the crew chief 
moments before had already jetti- 
soned the“external” in accordance with 
the prebrief. The pallets fell into the 
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carrier’s wake and disappeared. 

Now things were happening critically 
fast. The HAC continued toward the 
carrier’s port side VERTREP drop 
zone, using the ship as his only visual 
reference. The crewmen closed the 
hell-hole and strapped into their seats. 
Their automatic reaction to the situa- 
tion was part of an instantaneous team 
effort brought about by months of 
practice for just such emergencies. 

The helo cleared the fantail by about 
15 feet. Once in ground effect, the 
HAC was able to establish a wobbling 
hover, unfortunately over six pallets 
aft of the port side elevator. With the 
co-pilot having started the auxiliary 
power plant to restore electrical power, 
including radios and normal cockpit 
lighting, the HAC reported to the air 
boss, “We've lost an engine and need 
to land immediately!” Not knowing 
which of the four VERTREP helos 
had called in, the air boss realized 
the critical circumstances and called 
“the angle is clear.” 

The crew chief recommended to the 
pilot that he “slide right” to avoid the 
pallets below. The pilot held position 
to stabilize his hover: The NR built to 
96 percent, making it easier to control 
the helo. Meanwhile, the aircrew had 
to keep their eyes on deck obstructions 
.. . including two F-14s and an H-3 
ahead and another F-14 to starboard. 

The HAC began a very slow slide to 
the right, taking his time while simul- 
taneously digesting all the intercom 
and radio transmissions. Having come 
this close to getting his helo in safely, 
the HAC said, “I didn’t want to blow it 
by hitting an aircraft parked on the 
deck.” 

Suddenly the No. 2 engine relit. A 
ball of flame shot out of the engine 
exhaust. Both engines fluctuated as 
NR built up to 106 percent. The HAC 
continued right as his crew chief advised 
him of rotor blade and fuselage clear- 
ances. He set the helo down in the only 
open spot, a tight one between F-14s 
and pallets. An uneventful shutdown 
followed, and all on board breathed a 





sigh of relief. 

From the time the engine lost power 
to the landing, approximately 60 
seconds had transpired. The HAC said, 
“It was the longest minute | had ever 
experienced.” 

In retrospect, training and prepa- 
ration for just such an emergency had 
enabled the crew to come out in good 
shape. They averted a night ditching 
with potential loss of aircraft and 
crew. They avoided a mishap on landing 
that might have been disasterous to 
carrier aircraft and personnel. Later it 
was determined that the engine prob- 


lems were caused by three loose stator 
vane actuating arms. 

The first step in any emergency is to 
“fly the aircraft.” This was done. They 
had just enough altitude to make the 
deck and found a spot where a safe 
landing could be made. Sure lady luck 
played a part, but in a very real sense 
they made their own luck through 
good crew coordination, preparation 
for the mission and keeping their 
options open. Those many safety 
stand-downs had paid off handsomely 
on this particular flight. 

Mr. Baer is a staff writer for Approach. 
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By Cdr. Rick Purnell 


I was walking across a field in the Plain of Catania on 
the island of Sicily, and during the walk, I was fully 
exposed to a 50- to 70-mph scirocco wind. It was tough 
going; the wind was battering me, and the dust in the air 
created an uncomfortable atmosphere and got into my 
eyes. A red haze obscured the sky, and the wind served as 
a kind of a forced air blower, blowing air at a temperature 
of over 100 degrees Fahrenheit. I wondered if there was 
such a thing as a “wind-heat” factor! 

As I neared the operations building, a bird took off 
from a tree that was located about 30 feet from the west 
end of the building. The bird’s head was pointed directly 
west into the fierce wind. Although it was flapping its 
wings valiantly, the bird was traversing a flignt path that 
was easterly, or opposite of where its head was pointed. It 
was being blown directly at the wall of the building. 

I was having a hard time negotiating my 200-pound 
body through the wind, so I had a fair idea of what the 
bird was up against. My thoughts were that the bird was 
losing a fight with nature, and my instincts told me that it 
should try to change its flight path to eliminate or 
minimize damage. 


approach/ april 1985 





OSS 


YY 
Y 


MAG 






Y 


fs 


Ui 
By 





VY, 






SG SAGE 
SIS 







y 


~ ~ SAS SAA ~ 





La 





The only thing I could imagine that could stop a crash 
was for the bird to create a vast amount of lift so it could 
fly over the building where, hopefully, it could recover 
control of the flight. An alternative was to fold the wings 
and point the nose to earth. This flight plan would allow 
some amount of control during a minimum-speed crash 
landing —- a possibility which seemed no more or less 
enticing than a wholly speculative recovery on the lee side 
of the building, should the flyover option be employed. 
The bird was definitely in a jam! 

The bird seemed to sense my contemplation of its end 
as it peered back over its shoulder at the fast-approaching 
wall. It increased the level of flapping as it watched the 
wall. Still, the wind propelled it eastward, but it elected 
not to employ either of the options I had devised. 

As the bird got closer to the wall, I stopped to observe 
this accident of nature. Still gauging the approach over its 
shoulder, the bird did the best it could. It spread its wings 
as far as possible which probably doubled its wing aspect 
ratio. Then it curved its wing and shoved it sharply up 


into the wind. The increase in lift and drag was enormous. 


It further increased the drag by dropping its feet. 
Aerodynamically, the effect was to optimize angle of 
attack and drag to slow down as much as possible. 

At the last possible moment before hitting the wall, I 
saw the bird fold its wings to destroy all lift and minimize 
impact velocity. It also ducked its head as it slid into a 
crevice in the wall. There, it dropped its feet into its nest, 
ending a perfectly planned and executed flight with a tail 
first, precision landing. 

The bird in this tale had ancestors which had faced 
similar dilemmas for thousands of years, so it had 
evolution on its side. Ancestral birds that couldn’t master 
the scirocco died. Those that lived passed on the traits of 
scirocco wiliness to their young, and those that survived 
that generation did the same. Eventually, the skill of 
surviving scirocco became a matter of genetic imprinting, 
or nature. 


SSS 
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Still, as I watched the bird, I had the feeling that its tail 
was in a jam. It had somehow gotten caught out in the 
storm, or it had had to leave the nest to cope with some 
emergency. It had probably worked its way back to this 
final leg of a tough journey through a time-consuming, 
exhausting series of short flights. Many of its unlucky or 
improperly programmed counterparts didn’t make it 
home, as I discovered by a quick body-count survey the 
next day. And if a gust or slight miscalculation had 
caused my bird to miss the tiny crevice that was home, it 
would have likely shared the same fate. 

Naval aviators and flight officers flying around the 
Mediterranean don’t have the luxury of natural instincts 
to deal with being caught out in a scirocco. Sciroccos as 
fierce as the one I describe in this tale can be exceedingly 
dangerous to these aquatic creatures of the air (and their 
Air Force counterparts who may be banging around in 
the Med). Milder sciroccos can also cause some 
interesting situations, and human fliers must learn to deal 
with the scirocco through intellect. Awareness of the 
natural phenomenon is the first step of the process. 

Scirocco winds are local in nature and they blow 
around the deserts of North Africa and the Arabian 
Peninsula. The true scirocco is the local wind of Arabia; 
but the winds of the Sahara are commonly, and therefore 
accurately, referred to as scirocco (the Volkswagens came 
much later). These winds pick up vast amounts of dust as 
they blow, which creates a shimmering effect in the sky 
which obscures the visible horizon. They can reach the 
gale forces I describe above, although they are usually less 
severe. A scirocco can also reach quite high temperatures, 
which add to the problem. 

During the late spring and early summer, the winds are 
enticed out of the desert by warmer air over the 
Mediterranean. Islands in the Med can be engulfed by the 
wind, as can the lower parts of mainland Italy, Greece and 
Turkey. (Of course, the mainlands of Africa and the Near 
East are also affected.) As the hot wind blows over the 
Med, it picks up moisture to add to its already unpleasant 
makeup. Local storms tend to grow on the northern edge 
of the wind, and the humidity of the wind structure rises 
significantly over the sea. 

What does this mean to you while you’re in the Med? 
Whether you're just passing through or are there for a 
long stay, you may encounter this wind unexpectedly and 
dramatically in the spring and early summer. Immediate: 
effects, the severity of which will be determined by 
strength of the wind and its moisture content, will include 
the following: 

@ Decreased jet engine performance due to heightened 
heat and humidity. 

© Decreased visibility caused by the usually reddish 
haze associated with the dust from the desert. 

© Moderate to severe surface turbulence, especially in 
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the lee of land masses. 

e Possibility of taxing crosswinds and/or gusts varying 
in direction by 20 to 50 degrees. 

@ Mountain waves on the lee side of high mountains 
(especially Mt. Etna). Telltale lenticular clouds may not 
be there, or they may be masked by the haze. 

Some simple and common-sense-type rules can be used 
to combat the effects of the scirocco. One thing that can 
help is briefings by the local weather guessers, as the 
season of the scirocco approaches, on what you may see 
and when/ how often it may occur. Other rules which may 
come in handy include: 

e Divert and bingo should be planned to fields that 
have multiple runways if at al! possible. Crosswinds can 
get out of limits in a hurry, so plan ahead. 

e Approaches or flying at lower altitudes in the lee of 
mountains should be avoided completely to beat 
mountain waves. Low-altitude training over land should 
be abandoned if scirocco is present. (High-altitude 


TACAN approaches to the west of Sigonella are 
recommended to avoid Etna’s waves. The mountains of 
central Sicily tend to mix the wind and create severe 
turbulence, but Mt. Etna creates classic, devastating 
mountain waves to the east over the water.) 

@ LSOs, be aware of and brief approaches that will be 
flat and engine responses that will be degraded. Talk to 
pilots if an unbriefed scirocco arises. A little slow, low or 
underpowered can deteriorate in a hurry and can’t be 
accepted at the same criteria level as on normal days. 

@ Finally, talk to your local metro when you’re 
traversing the Med. Tell them what you see and find out 
what they know. A little discussion might keep your tail 
from becoming involved in a “sea story” tale. <— 


Cdr. Purnell served in four squadrons while on active duty, flying E-2s and 
C-2s. Since leaving active duty, Cdr. Purnell has continued in a drilling 
status with the reserve recently as XO of VAW-1086. In the civilian world, 
he works as a systems engineer for Sperry. 


The Enemy 
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| AM more powerful than the combined armies of the world. | have 
destroyed more men than all the wars of all nations. | massacre 
thousands of people every year. | am more deadly than bullets, and | 
have wrecked more homes than the mightiest guns. 

In the United States alone, | steal over 500 million dollars each 
year. | spare no one, and | find my victims among the rich and poor 
alike, the young and old, the strong and weak. Widows know me to 
their everlasting sorrow. | loom up in such proportions that | cast my 
shadow over every field of labor. 

| lurk in unseen places and do most of my work silently. You are 
warned against me, yet, you heed me not. | am relentless, merciless 
and cruel. | am everywhere — in the home, on the streets, in the 
factory, at railroad crossings, on land, in the air and on the sea. 

| bring sickness, degradation and death, yet few seek me out to 
destroy me. | crush, | maim, | will give you nothing and rob you of all 
you have. 

lam your worst enemy — | am CARELESSNESS. 

Author Unknown 
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BRAVO ZULU 





Ledr. Bill Smyth Ledr. Bill “Rocky” Smyth (left), 
Lt. Joe Edwards Lt. Joe “Reb” Edwards (right). 
VF-143 29 


En route to a night marshal, the crew of Taproom 112 noticed sparks 
coming from the right engine nacelle of their F-14, followed by a loud 
bang, a severe right yaw and an immediate 20-knot deceleration. Lt. 
Edwards (pilot) instinctively executed the “compressor stall’’ emer- 
gency procedures and scanned his engine instruments. Though there 
were no abnormal indications, the sparks continued to pour from the 
engine, accompanied by increasing vibrations. Edwards and Lcdr. 
Smyth (RIO) accurately assessed that a catastrophic internal engine 
failure had occurred and completed the ‘Fire in Flight’ procedures, 
shutting down the right engine. However, the vibrations continued. 

The nearest divert field was more than 200 nautical miles away, and 
with a fuel split developing, the Tomcat crew opted for an immediate 
approach to the Eisenhower. A recovery tanker was quickly vectored to 
the crippled F-14, and Edwards effected a single-engine night plug at 
21,000 feet, 185 knots, 65 knots slower than normal. 

/ke prepared for recover, and following an acceptable slow flight check 
above 5,000 feet, Edwards and Smyth began their approach, their air- 
craft continuing to vibrate. Edwards flew a single-engine approach to an 
OK 2 pass. 

Commander, Naval Air Force, Atlantic, commented in his weekly 
message, “The expert handling of this incident earned my deepest 
respect for the professionalism of all personnel involved. | am most 
impressed with the aircrew . . . for their calm, controlled and correct 
actions...” ~< 

Everyone did a professional job. The ship responded, AFFF stations 
were manned, Airops was alert and the tanker crew helped expedite the 
evolution. B.Z. — Ed. 
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Becoming ‘‘Civilianized”’ 
Isn’t Simple 


By Maj. M.L. Danin, USMCR 





REP ners 


MILITARY pilots live in a unique and changeable world 
often envied by those with civilian pilot backgrounds. 
Through the course of a career, we have the opportunity to 
fly different aircraft types and operate in different environ- 
ments. Occasionally, we look down on those with a strictly 
civil flying background as being FLAPs (funny little airplane 
pilots) or other less than complimentary terms. 

With the military buying off-the-shelf civil aircraft in 
ever-increasing numbers, many of us are now flying air- 
planes originally designed for civil operatiofis (like the 
T-39/ Sabreliner, C-12/ King Air, C-21/Lear 35, etc.) into 
civil airfields and dealing with a new and different world — 
the world of the FLAP. 

The experienced pilot of an A-6, F-4 or F-14 can be 
justifiably proud of his accomplishments with fast, sophisti- 
cated machines. Understandably, when assigned to fly a type 
aircraft that goes half as fast and weighs one-fourth as much, 
the tendency is to think of it as a simple, little airplane and to 
relax usual professional standards. But keep in mind that a 


YS 
— {~~ 


King Air can bite just as quickly as a Phantom — and you 
can’t eject. 

When entering the cockpit of a C-12 or T-39, you are not 
just getting into a new airplane, you're getting into a new 
world. It bears some thought. No one questions the ability of 
an experienced pilot to transition to a new type aircraft, but 
attitude is at least as important as ability. 

Inan F-4 or A-6, you have a pilot and NFO team, but the 
crew coordination involved is vastly different from that of 
two pilots flying an ILS to minimums at La Guardia. More 
standardized procedures and call-outs are necessary and 
concerns of passenger fears and comfort heighten the 
concern for flight safety and the approach itself. The co- 
pilot is responsible for “squawking and talking” as well as 
backing up the approach; and may even, in some cases, 
assume control of the aircraft at some point in the approach. 
As in the tactical aircraft, everything must be coordinated 
beforehand. Coordination takes learning and training in 
any aircraft. 
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Speaking of La Guardia (or Logan, JFK, O’Hare or DCA 
—all VERY busy civil airports for you fighter jocks), when 
was the last time you and your NFO were given a published 
visual approach, an LDA! or SDA? approach after a profile 
descent and were number two for the airport? When was the 
last time you had to call an ARO’ — and where do you find 
the number? Unfamiliar terms? That’s the point — it’s a 
different world and it’s every bit as demanding. 

Let’s look at the other side of civil ops you C-12 and T-39 
types may see. Just the opposite of the busy field is the 
uncontrolled airport that occupies the town the admiral has 
his conference in. What freq do I call tower on — what do 
you mean there’s no tower? How do I use Unicom? What 
pattern do I fly and to which runway? Where’s my traffic? 
How do I get my IFR clearance without a tower — in fact, 
how do | file and get my weather brief to begin with? All of 
these procedures are covered in appropriate military and 
civil publications, but you must learn them. Operation at 


'Localizer-type Directional Aid 
*Simplified Directional Aid 
‘Airport Reservation Office 





these fields is safe and enjoyable — but you had better know 
what you’re doing first. There is nothing tough about 
putting 25 cents in the phone booth at Podunk Muni to get 
your clearance and weather (complete with release and void 
times on your clearance) but it sure is different from what 
you're used to. 

How about your new airplane? How can a 12,500-pound 
(ona heavy day) C-12 possibly be as challenging as a 60,000- 
pound A-6? Losing an engine on an A-6 may require 
jettisoning stores and/or dumping fuel, but directional 
control is not too much of a problem. Losing one on takeoff 
ona hot day ina C-12 isa little tougher — in fact, the trees a 
mile off the runway end had better be short. You can’t dump 
fuel or jettison passengers. 

Those of us used to aircraft with two to three hours 
endurance are thrilled by having a copious five hours fuel on 
board. But more than one T-39 has run out of fuel bucking 
headwinds with a pilot who didn’t know the numbers. When 
did you last figure a weight and balance for your Intruder? 
Failure to do so ina C-12 may cost you and your passengers 
more than a quick takeoff rotation and a slow climb. 

In fact, that’s the point of this whole sermon — you and 
your passengers. This is not an attempt to teach you all 
about non-tactical or civilian flying. It’s an attempt to point 
you into the direction of non-tactical aviation and civilian 
airfield operations. Also, it’s an attempt to make all of us jet 
jocks, senior aviators and junior hardchargers aware that 
egos sometimes need to be held at bay. Training syllabi and 
subordinate pilot qualifications are not an embarrassment 
or a handicap. An aircraft commander is responsible for 
more than himself and his aircraft. If he buys the farm in his 
new world of flying, it’s likely to have additional tenants. 

Every aircraft, large or small, jet or prop, is a challenge. 
Every different flight environment requires a period of 
learning and apprenticeship to become safe and proficient. 
To bea true professional, you must be willing to again be the 
student and to learn and absorb new lessons and challenges 
— even if it means learning from a civilian or a junior pilot. 
A professional is always professional — he can always learn 
something new. S| 


Maj. Danin is the operations officer and an aircraft commander for the 
Marine Aircraft Support Department, NAF Washington, D.C. He served 
10 years on active duty flying OV-10s and EA-6s and has flown the UC-12B 
as a reservist, providing executive flight support for Headquarters, Marine 
Corps. Asa civilian pilot, Danin has an airline transport pilot (ATP) rating 
with type ratings in the Lear jet and HS-125. He also holds a flight 
instructor certificate with single- and multi-engine ratings and an instru- 
ment instructor certificate. 
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Re: ‘‘Three-Engine Landing” 
(Nov ‘84) 


Monterey, Calif. — Inthe November 1984 issuc 
Lt. Dan Duffy makes several conclusions to his 
article which I feel deserve further comment 
First of all, Duffy states: “If you have 8,000 
feet of runway and touch down in the first third, 
you'll roll to a stop in ground idle befor 
reach the end. If you don't need max 
reverse. don't use it!” This recommendation ts 
contrary to standard P-3 operations. If the pilot 


attempts a landing at maximum recommended 


weight, 15 knots fast with power on, 2.500 fe 
down the runway, on a wet surface as they 
apparently did in this case, he may very we 
need maximum reverse. But if he follows Duffy's 
advice. he waits until he starts running out of 
runway before applying it. Analysis of figure 
3-15 from the P-3 NATOPS manual shows how 
much more effective reverse is at higher speeds 
After waiting 2,000 to 3,000 feet of runway roll- 
out, the aircraft will probably slow 20 to 30 
knots. Now the pilot realizes he is running out of 
runway. but the most effective part of reverse ts 
gone. At this point he may be committed to 
departing the end of the runway due to his 
unwarranted fear of using maximum reverse 
Follow standard fleet operating procedures 
Save the brakes; use maximum reverse when it 
will help you the most. 

The article further states: “Appreciate the 
effects of wind on asymmetrical reversing. Use 
within practical limits, the best runway available 
to compensate for wind.” A wind has the 
effect ona landing with or without asymmet 
reverse. The plane weathercocks. The presence 
of a crosswind will complicate things. But with 
coordinated use of all three flight controls, the 
aircraft will stay on the runway, crosswind or 
not. For more information on this point, see 
“P-3 and C-130 Engine-Out Landing Techniques” 
in the April 83 Approach. 

Finally, and most importantly, Duffy leaves 
the reader with the impression that the worst 
outcome of this incident is the possible strike 
damage to the plane commander's ego. The 
cause of this near mishap was simply pilot error 
The plane commander made a chain of wrong 
decisions that almost lead to a disaster. Follow- 
ing that, he chose to taxi an aircraft in an 
unknown condition on a taxiway not stressed 
for his weight. At the very least, the powers that 
be should have revoked his plane commander 
designation. And given that he jeopardized the 
lives of his crew and his aircraft in an obvious 
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attempt to save face, there probably was suf- 
ficient cause to justify a JAG investigation. 
There are several valuable lessons to be learned 
from Duffy's article. However, not all of them 
are good 
Ledr. James J. Miller 
Navy Postgraduate School 


Re: Publish or Perish in 
Naval Aviation (Dec ‘84) 


Vonterey, Calif. 
make reference to “the new correspondence 


In your first paragraph, you 


manual and some well-publicized notes from 
senior flag officers ... .” | feel that a few well- 
publicized notes in Approach from senior of- 
ficers, flags especially, on safety in aviation, 
would reinforce the Navy’s effort to enhance 
safety awareness and reduce flight mishaps. 
Your publication is an excellent forum to 
extend safety philosophy to us professionals; 
however. with very few exceptions, the Navy's 
top management has neglected this avenue. A 
lesson from the Air Force Safety Journal might 
be appropriate. 
Cdr. W.D. Fraser 
Aviation Safety School 


Re: Illegal Parking (Dec ‘84) 


FPO San Francisco — The following is in refer- 
ence to the article “Illegal Parking” which 
appeared in the December 1984 edition of 
Approach. 

Although the article itself appropriately re- 
ferred to helicopters as such, | noted that the 
cutline beneath the photograph on page 19 used 
the word “chopper” which is inappropriate in 
referring to Navy and Marine Corps helicopters. 

Although the wire services and news media in 
general use this term in referring to all helicop- 





Approach welcomes letters from 
its readers. All letters should be 
signed though names will be with- 
held on request. Address: Ap- 
proach Editor, Naval Safety Cen- 
ter, NAS Norfolk, Va. 23511-5796. 
Views expressed are those of the 
writers and do not imply endorse- 
ment by the Naval Safety Center. 
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ters, actually it should be reserved for Army and 
Air Force helicopters. Navy and Marine Corps 
helicopters always should be referred to as either 
helicopters or “helos.” 

I am sure this is an oversight on the part of 
some staff member; however, I did want to call it 
to your attention, so this error would not inad- 
vertently be repeated in the future. 

Thanks for an interesting magazine which we 
all look forward to reading. 

Cdr. J.A. Graw 
Public Affairs Officer 
COMSEVENTHFLT 


© We would be perfectly willing to stand cor- 
rected on this, but we checked with an exhaus- 
tive list of experts and publications on helicop- 
ters, aviation history and terminology. All agreed 
that “chopper” is acceptable, albeit outdated, 
slang for any helicopter. Perhaps you or one of 
our readers could provide some other references 
for this. — Ed. 


Re: “Seat Belts and Harness... 
Set Spectacles... On’’ 
(Nov ‘84) 


NAS Moffett Field, Calif. — This article by Lt. 
Jerry M. Linegar, MC(FS) uses the same arcane 
reasoning for keeping intelligent, capable and 
highly motivated individuals out of the pilot 
seats of military aircraft. 

If it is true that a “pilot with 20/10 vision has 
double the time to avoid collision than the 20/20 
pilot,” then why not correct all pilots’ visual 
acuity to a 20/10 standard? 

I cannot disagree that a fighter pilot in day 
VMC conditions does benefit from high visual 
acuity during air combat, but I do not agree that 
a pilot with a lower visual acuity corrected to 
any standard is unable to peform at 100 percent 
in all aspects of flight in day and night IMC 
conditions, weapon system utilization and nor- 
mal VFR and IFR flight. This is especially true 
in the present and future aviation environment 
where the use of high technology avionics and 
weapon systems require more than an arbitrary 
vision standard. 

Ultimately, military aviation loses in the end 
by decreasing the pool of highly qualified candi- 
dates for pilot training programs. Also, the 
statement that “wéaring corrective lenses does 
not cause the visual defects to progress at a more 
rapid rate” is still subject to study. 

Ltjg. Gary S. Schhissel, USNR 
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Don't be a hero... 
put it down! 
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